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Using shared mental models to conceptualize patients as professionals,
decision-makers, collaborators, and members of interprofessional
healthcare teams
Umair Majid, University of Toronto, umair.majid@mail.utoronto.ca
Abstract
Patient engagement has become the buzz-phrase of 21st Century health care. Around the world, healthcare systems
involve patients in a wide range of activities including drug development, research, and policy design. There are strong
institutional pressures for patient engagement in healthcare activities that have been bolstered by ethical imperatives and
social and organizational benefits from patient engagement. There is a trend to center efforts to cultivate engagement
initiatives that are meaningful to patients and family. However, these efforts are characterized by multiple challenges, for
example, tokenism and the lack of organizational support. These barriers may persist in healthcare professionals’
conceptualizations of patients as independent from the health system; healthcare professionals are active shapers of
health services and patients are passive recipients. There is a growing need to address the scholarly confusion with the
roles and expectations of patients in healthcare activities, and what strategies can support more meaningful and
collaborative relationships between different groups. This paper uses the literature on shared mental models - knowledge
structures that define the boundaries of collaboration between groups with distinct values and beliefs - to describe how
the roles of patients in healthcare activities may be expanded. This paper deconstructs how technical and informal
knowledge serves as a focal point for healthcare professional identity, and how this relationship between knowledge and
professionalism creates an anchor for conceptualizing patients as professionals, collaborators, and decision-makers.
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Background
Patient Engagement (PE) has become the buzz-phrase of 21st
Century health care. Around the world, healthcare systems
are now expected to involve patients in a wide range of
activities, including drug development,1 policy design,2
health system restructuring,3 and the co-design of
interventions and technologies.4 The work in this area is
laudable; patients serve in a variety of roles,5 planning
committees provide bursaries for patients to attend
academic conferences,6 and a number of frameworks have
been developed to solicit and evaluate PE.7
In the last two decades, institutional pressures have
promoted PE in healthcare planning, service delivery, and
quality improvement activities. Institutional pressures may
have emerged, in part, because of research on the benefits
associated with PE including increased trust between
patients and care providers,8 enhanced adherence to
treatments,9 improved clinical outcomes,10 and more costeffective and sustainable health services.11 These benefits
engender a strong rationale for engaging patients in
activities that improve their clinical care, as well as the care
for all patients in patient safety and quality improvement
initiatives. However, researchers have found that these

Patient Experience Journal, Volume 7, Issue 1 – 2020
© The Author(s), 2020. Published in association with The Beryl Institute
Downloaded from www.pxjournal.org

benefits may associated with partnership and meaningful
engagement of patients, which is complicated by multiple
political, organizational, and relational barriers.
Furthermore, an increasing number of healthcare
stakeholders consider patients (and their family and care
representatives) to be users, consumers, and taxpayers of
the healthcare system; as such, have the democratic right
to determine how health services are managed and the
resources allocated.12-14 This belief advocates for the
higher autonomy of patients by including them as partners
in interprofessional teams that plan, deliver, and improve
health services. However, patients can be involved to
different degrees and an understanding of these degrees may
clarify the diverse roles that patients can have in health
care. According to Health Quality Ontario, patients can
engage at four degrees: share (provide easy-to-understand
health information), consult (get feedback on a health
issue), deliberate (discuss an issue and explore solutions),
and collaborate (partner to address an issue and apply
solutions).15 Related to these degrees is meaningful PE, a
concept that is nebulous but widely cited in the PE
literature as the goal for how patients should be involved
in healthcare activities.16
Related to the degrees of PE, researchers and practitioners
have identified that the ways in which healthcare
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professionals engage patients may constitute tokenism17-18; a
concept that describes a situation whereby patients’ share
their experiences and perspectives to enhance the
organization and delivery of interventions but have limited
decision-making capacity to influence real change.19
Tokenism is related to placation in which patients are
invited to contribute to organizational decision-making,
but they are not included in the decisions that matter the
most.20
Engaging patients in healthcare activities requires a
considerable amount of time and resources, which
healthcare professionals (clinicians, managers,
administrators, and researchers) identify as a significant
barrier to meaningful PE.21 Similarly, many hospitals
dedicate a substantial number of human resource hours to
administering patient partnerships through full- and parttime managers with a portfolio of PE.22 Some researchers
have found that the benefits associated with engaging
patients are linked to meaningful PE and there are adverse
consequences of not engaging patients meaningfully such
as the widening of existing health disparities.23-24 As such,
in cases where tokenism exemplifies the relationship
between healthcare professionals and patients, resources
are spent towards engaging patients without the benefits to
patients and the system that support PE in the first place.19
Moreover, priorities determined by healthcare
professionals may not have relevance or credibility to
patients if they are not meaningfully involved in the
priority-setting activities.25
It appears that tokenism may stem from two factors:
strong institutional pressures to engage patients on the one
hand, and the lack of organizational resources and support
to practice meaningful PE on the other hand.26 Many
healthcare institutions obligate clinicians, managers, and
researchers to engage patients in healthcare activities. For
example, all hospitals in Ontario have some form of a
Patient and Family Advisory Committee that guides the
design and delivery of health services.27 Managers and
clinicians in many instances are required by their
organization to involve patients, family, and care
representatives in planning and quality improvement work.
Some organizations, however, may not have the necessary
infrastructure, resources, training, and support that
promote authentic collaboration and partnership between
healthcare professionals and patients.26 Lack of practical
support and guidance is a commonly cited barrier to
meaningful PE.28-31 Without adequate support, scholars
have found widespread confusion among PE practitioners
on which patients to engage, where, how, and the goals of
PE.18 Adequate resources, support, and preparation
contribute to clearer goals, expectations, and mechanisms
of PE, which may yield initiatives that better represent
meaningful PE; accordingly, health service organizations
may observe the benefits associated with PE.

21

Objectives

Patients are often perceived as distinct from healthcare
activities; healthcare providers manage and deliver care,
and patients serve as passive recipients of that care.
However, due to increasing pressures to involve patients in
a wide range of activities, there is a need to better
conceptualize patients’ roles in healthcare activities. Using
the theory of shared mental models – knowledge
structures that define the boundaries of collaboration
between groups with distinct values and beliefs – this
paper builds an understanding of patients as professionals,
collaborators, and decision-makers in healthcare activities.
This paper will clarify how patients may be perceived as
professionals by juxtaposing their experiential knowledge
to the technical and informal knowledge that characterizes
the identity of healthcare professionals. Table 1 includes a
summary of points discussed in this paper.

The Need to Redefine Engaged Patients as
Professionals
Viewing patients as members of and partners in
interprofessional healthcare teams may offer new insight
into the innerworkings of how teams can function in
complex, changing environments. This view employs the
concepts of collaboration, authenticity, and team
integration as anchors to conceptualize partnerships with
patients that are indicated by shared power, responsibility,
and accountability. Adopting such a view, however,
requires a remarkable paradigm shift in how healthcare
professionals understand health care that tests the values
and beliefs that ground the normative health system
culture. Acknowledging a new group of individuals (i.e.,
patients) as members of a compendium of values and
beliefs is not a straightforward task. Including patients as
members of interprofessional teams is particularly
problematic because of the pronounced power differences
between professionals,32 traditional habits of mind that
sustain conventional roles of patients and healthcare
professionals,33 and tacit paternalism that still exists in the
fabric of medicine today.34
The literature shows that engaging patients in planning and
improvement activities yield many benefits to patients and
health service organizations. As noted by some scholars,
however, these benefits come from authentic collaboration
and partnerships, whereby patients are viewed as equal
members of interprofessional teams.8 One component of
this view requires health system stakeholders to perceive
patients’ experiential knowledge (i.e., their preferences,
experiences, and perspectives) related to health services as
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Table 1. Summary of Key Points
Type of
Professional
Healthcare
Professionals

Summary Points
•
•
•

Patients as
Professionals

•
•
•
•
•
•

•
•
•
•
•

Healthcare professionals carry out their responsibilities using the technical knowledge they acquired
through formal learning, and informal knowledge developed from first-hand experiences in the field. Both
types of knowledge are privy to healthcare professionals.
Technical knowledge depends on informal knowledge and experiences – and vice versa – for planning,
delivering, and improving health services. Informal knowledge allows healthcare professionals to
understand and leverage diverse patient needs and preferences.
Tailoring health services to match patient needs and preferences may be conceptualized as the integration
of technical and informal knowledge to form a shared mental model between professional groups.
Overtime, informal knowledge becomes explicit and formal through socialization and externalization.
Patients have experiential knowledge that is not technical in nature, but it is a type of informal knowledge
that is privy to patients that they derive from prolonged engagement with health services.
Patients’ experiential knowledge has the potential to engender health system improvement towards
increased effectiveness and sustainability.
On the basis of knowledge and experiences, patients can be considered a type of a professional because
they hold experiential knowledge that is privy to them.
The notion of patient compensation for engaging in healthcare activities characterizes a shift towards an
environment where patients enact more professional-like qualities.
Patient compensation is stymied by healthcare professionals’ attributions of informal knowledge as lower
priority to technical knowledge. But since financial compensation is partly determined by informal
knowledge, patients who contribute their experiential knowledge to improve the design and delivery of
health services should also be compensated for their time and expertise.
The professionalization of patients in health care changes the perceptions of patients from being passive
consumers to professionals, collaborators, decision-makers, and members of interprofessional healthcare
teams.
The professionalization of patients may transform the most commonly cited barriers of PE (e.g., lack of
time and resources) as a concomitant characteristic of everyday medical practice.
Since patients are a source of knowledge and information, they are a component of the people knowledge
reservoir that form the informal knowledge of other professional groups.
The professionalization and integration of patients as knowledge reservoirs in a healthcare organization
may alleviate the negative attitudes that conventional healthcare professionals may hold of patients that
prevent them from providing authentic and collaborative opportunities to engage patients.
By viewing patients as integrated members of healthcare teams, the collective knowledge that informs
health service design and delivery is expanded, enabling organizations to be more innovative, effective, and
efficient in the healthcare industry.

complementary to clinical judgement and evidence.33
Patients’ experiential knowledge develops from living with
their disease and interacting with health services. Patients
maintain self-care habits, continuously enhance knowledge
about their disease condition, and consider how their
values and beliefs influence treatment plans.8 If embedded
into the health care milieu, this knowledge can increase the
healthcare system’s capacity to generate and implement
health services tailored to patients,35 improving adherence,
understanding of medical condition, and clinical
outcomes.36 Moreover, integrating patients’ experiential
knowledge in healthcare activities may promote the
inclusion of patients as members of interprofessional
teams: “through this PhD in Lived Experience, patients
offer invaluable expertise, skills and unique points as
partners and collaborators” (p. 8).37 This view advances
patients’ experiential knowledge as complementary and
substantive to empirical evidence and clinical judgement.38
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Professional Subcultures: Shared Mental Models
Healthcare systems are organizations; and organizations
are cultures - shared sets of values, beliefs, and preferences
that guide the attitudes and behaviours of its members. 39
Even though the healthcare system has an overarching
culture, it also consists of many subcultures, some of which
may be identified as professional subcultures (i.e., physicians,
nurses, administrators, etc.). These subcultures have a
unique set of values, beliefs, and priorities that determine
how members practice and collaborate with other
professionals.40-41
The healthcare system is highly professionalized.42
Professional subcultures may have similar goals (e.g., to
plan, provide, and improve health services),43 but their
responsibilities, approaches, and the values and beliefs that
ground their goals may be distinct. Shared mental models
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(SMMs) is one way to conceptualize how distinct
professional subcultures interact with each other toward
common goals. Evans and Baker (2012) defined mental
models as “representations of the environment that humans
use to describe, explain, and predict their surroundings”
(p. 716).44 The authors stated that mental models are
“psychological representations” that help individuals to:
(1) describe the purpose of system, (2) explain the
functioning of system, and (3) predict the system’s future
states.44 Similarly, Mathieu and colleagues (2000)
highlighted that mental models “allow people to draw
inferences, make predictions, understand phenomena,
decide which actions to take, and experience events
vicariously” (p. 274).45 When individuals with different
mental models interact, their mental models become
similar overtime and are referred to as SMMs.46
SMMs are “individually held knowledge structures that
help team members function collaboratively in their
environments” and capture how distinct professional
subcultures may behave collaboratively.47 Knowledge
structures are beliefs about nature and reality.48 SMMs may
develop in two or more people who are collaborating on a
task that requires close coordination.47 Overtime, due to
the intensity of interaction, communication, and
knowledge exchange, individuals with varying values and
beliefs may form a SMM,44 which establishes similar
communication strategies, expectations, knowledge, and
approaches towards common goals. Time is not the only
factor important to the development of SMMs;
collaboration requires experiential learning, continuous
feedback, and knowledge exchange.45 Moreover, SMMs
are not only characterized by the overlap between
individuals’ knowledge structures, but also a “synergy” and
goal alignment between professional subcultures.45
SMMs are important in the healthcare system for a
number of reasons. The prevailing notion of complexity
theory that views healthcare systems as comprising of a
multi-faceted set of actors and interactions encourage
SMMs between professional subcultures.49 In “simple”
problems that require “standardized” solutions (e.g.,
withdrawal of blood from a patient), SMMs between
professional subcultures may stymie the achievement of
goals.45 On the other hand, the solutions to complex
problems (e.g., improving the transition from acute to
long-term care) requires dialogue, deliberation, and
knowledge transfer between multiple professional
subcultures.49 A SMM may enable teams comprising of
distinct professional subcultures to effectively coordinate
tasks in a way that caters to the values and beliefs of each
professional subculture while achieving common goals.44
With a higher number of professional subcultures in a
SMM, solutions and processes become more holistic and
responsive to the healthcare environment.
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In a public healthcare system such as Canada, professional
subcultures are strongly encouraged. SMMs enable teams
to adapt to ephemeral circumstances and evolving,
complex problems.45 On this note, previous research has
shown that SMMs within teams who are closely
coordinating on complex tasks leads to more responsive
teams,47 more effective communication processes,50 similar
preconceptions of how to appraise and manage new
information,51 enhanced decision-making by protecting the
group from groupthink,44 and highly integrated health
care.45 On the contrary, teams who coordinate but do not
have a SMM may have more communication problems,52
and ineffective team processes.45
This body of research shows that SMMs are beneficial for
the innerworkings of interprofessional teams and hence,
may confer a plethora of benefits to the healthcare system.
However, there is a lack of clarity in the literature
regarding the role of patients in interprofessional
collaboration, SMMs, and teamwork. In particular, there is
little discussion about the role and processes to
incorporate patients as professionals in healthcare
subcultures and how the nature of patient knowledge and
experience may enable the conceptualization of patients as
professionals. There is an emerging area of the PE
literature that views patients as partners and professionals
because of their experiential knowledge that an increasing
number of healthcare stakeholders believe to be
complementary to medical knowledge and clinical
judgement.38

Conceptualizing Healthcare “Professionals”
In the context of the healthcare system, healthcare
professionals include care providers, administrators,
managers, and researchers. These professionals participate
in a way of life governed by a circumscribed set of
responsibilities and activities –the scope of practice for
healthcare providers – for which they acquire financial
return.53 Generally, most healthcare providers are
regulated by government authorities and as such, their
scope of practice is determined by legal and policy
documents. These formal documents represent an
agreement between healthcare provider groups and the
government in nations where providers are public
employees. The scope of practice circumscribes the
activities and responsibilities of healthcare providers
depending on their knowledge, skills, and professional
experiences. Technical knowledge is acquired through
formal learning mechanisms (i.e., medical school, nursing
school, residency, and fellowships, etc.) and overtime
through continuing medical education.54

Healthcare Professional Knowledge and Experiences
Healthcare professionals may be characterized as having
the technical knowledge to perform certain responsibilities
and activities that enable them to plan, provide, and
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improve health services.43 Technical knowledge is privy to
healthcare professionals because acquired it through years
of formal undergraduate, graduate, and post-graduate
training. Different professional groups have distinct roles:
healthcare providers deliver medical care to patients,
administrators ensure the organization and management of
health services, and health service researchers may
investigate different aspects of service planning, delivery,
and improvement. However, technical knowledge is not
the only type of knowledge that healthcare professionals
use to carry out their roles. Each healthcare professional
uses their technical knowledge and informal knowledge or
experience - the “insights, intuitions, and beliefs” (p. 1481)55
- to fulfill their professional responsibilities and guide
them through the complexities of medical practice.
Informal knowledge and experience are more difficult to
articulate,56 but they represent the nuances of medical
practice and the tacit assumptions that guide the planning,
delivery, and improvement of health services.
Technical knowledge is an essential aspect of professional
subculture identity. Any individual who successfully
undergoes formal training to acquire technical knowledge
would become professionalized under that profession, and
accordingly, a member of that subculture. Specialists
within professional subcultures may form coalitions
grounded in their scope of technical knowledge. Both of
these situations indicate a relationship between technical
knowledge and professional identity.
Informal knowledge and experiences are also crucial to the
development and maintenance of professional identity.57
Technical knowledge gained from formal training is
inextricable from informal knowledge and experience.
Rathert and colleagues (2013), for example, noted that
technical processes depend on interpersonal processes of
medical care9; healthcare professionals are required to
manage both their formal knowledge and informal
knowledge and experience as they engage in the design,
delivery, and improvement of health services. A physician,
for example, may examine the signs and symptoms of a
patient using a combination of their technical knowledge
and informal experiences acquired through residency
training. Their technical knowledge provides the
foundation for understanding the patient’s medical
condition, diagnosis, prognosis, and possible treatment
options.
With the advent of patient-centred care, patients’
preferences are increasingly being incorporated into
everyday medical practice.58-59 Patient preferences,
however, differ widely across demographic characteristics,
social location, and the medical disease.60-62 As such,
healthcare providers must utilize their informal
experiences to navigate through how patients’ biomedical
needs relate to their values, beliefs, and preferences.
Healthcare providers determine the most appropriate
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communication methods and mechanisms depending on
the situation and social location of patients. One way to
communicate diagnosis, for example, may not be
appropriate for different patients despite the same disease
condition. The way information is delivered to patients, or
treatments administered will also depend on the providers’
previous experiences interacting with a wide range of
patients. This tailoring of health services has been
conceptualized as integrating technical and informal
knowledge to form a SMM.63 Furthermore, the same
provider may not diagnose the same medical condition in
the same way years later because their informal
experiences evolve overtime. To reflect this evolution,
Ratnapalan (2014) described the knowledge spiral whereby
informal knowledge and experience becomes explicit
overtime through the process of socialization and
externalization.64
Patients as Professionals: Experiential Knowledge. Patients have
experiential knowledge and informal experiences with health
services. This form of knowledge is not technical in
nature, but it is a type of informal knowledge that is privy to
patients that develops through interactions and personal,
prolonged engagement with health services. According to
some healthcare professionals, experiential knowledge is
one of the primary benefits of including patients in
planning, delivering, and improvement initiatives.65 If
incorporated, the design and delivery of health services
may be tailored to the values, beliefs, and preferences of
patients, family, and care partners, and become responsive
to changing circumstances of the healthcare system.
If patients have a form of knowledge that is highly relevant
to the planning, delivering, and improving of health
services, and that knowledge is privy to only them, then
patients may be viewed as a professional subculture by that
regard. This assertion is substantiated by the observation
that some patients dedicate nearly full-time hours to selfmanagement and engagement in initiatives (e.g.,
chronically ill patients). From this type of involvement,
patients acquire valuable and nuanced experiential
knowledge about health services and medical practice.
One characteristic of a professional that is not captured in
this conceptualization of patients as professionals is
compensation. Today, the majority of patients are not
compensated for their contributions to organizational
activities. Since informal knowledge is ambiguous, variable,
and difficult to articulate, healthcare professionals may
inadvertently attribute a lower-priority to this type of
knowledge compared to technical knowledge that is more
certain and codified. In this way, it may be the case that
patients remain uncompensated because their experiential
knowledge is valued less than technical knowledge and the
professional experiences of other healthcare
professionals.66 This scenario is reinforced by power
differences between different professional subcultures that
stymie organizational change and the professionalization
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of patients.67-68 For example, patients commonly report
that they do not have the power or opportunity to discuss
compensation in healthcare activities.37 However, if
experiential knowledge of patients is characteristically
similar to that of other healthcare professionals, and it
improves health services and contributes to a more costefficient healthcare system,69 then patient compensation is
warranted.
Among health services organizations, patient
compensation is a contentious issue. There is uncertainty
on when to compensate patients, how much to
compensate, and how to maintain commitment, retention,
and accountability.70 To this end, organizations have
developed guides to support PE practitioners in navigating
these issues.70-71 These guides not only provide resources
and tools to address the problems with compensating
patients, but also a shifting narrative whereby patients,
previously viewed as non-professionals, enact more
professional-like qualities by being compensated for
contributing their experiential knowledge.

Professionalization of Patients

Professionalization describes a process through which
patients become integrated members of interprofessional
healthcare teams.72-73 Patients who are “professionalized”
receive compensation for their time and expertise,
contribute to the decisions that matter the most, and have
a vested interest in the quality and effectiveness of health
services. Professionalization is similar to involving patients
as “Consumer Leaders” or “Peer Leaders” in the design
and delivery of health services.65,74 For some patients,
professionalization represents an ideal and goal.31 For
example, some HIV/AIDS healthcare facilities hire
individuals who were previously service users to manage
Boards, coordinate events for patients, and design and
implement peer education and support programs. 74 These
patients take on the role of a professional and are treated
as members of an interprofessional healthcare team.
The professionalization process exemplifies a paradigm
shift from viewing PE as “involving patients” to
“collaborating with team members.” This shift has farreaching implications because it views patients as
professionals, collaborators, and decision-makers instead
of passive service users. This shift is also powerful
considering the evolving nature of the healthcare system
whereby additional professional subcultures are introduced
and accordingly integrated into interprofessional
healthcare teams (e.g., most recently Physician Assistants
in North America). The view of patients as professionals
may prompt the necessary attention and perspective
needed to overcome the barriers to PE, especially since
these barriers may lead to adverse outcomes such as
mistrust, poorer communication, and the squandering of
constrained healthcare resources.75 Lack of time and
resources, for example, are commonly cited as barriers by
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healthcare professionals when engaging patients.21 Some
healthcare professionals believe that engaging patients will
require additional time spent on training, preparing, and
acquainting patients to healthcare activities; time that is
already limited because of clinical responsibilities. This
issue is further complicated by the negative attitudes and
perceptions of some healthcare professionals that patients
lack the knowledge, understanding, and competency to
contribute to healthcare activities.76 Lack of time and
resources and negative attitudes towards patients may
originate from viewing patients as distinct components of
the healthcare system insofar that one group, the
conventional healthcare professionals, design and deliver
care to another group, the patients, who serve as passive
consumers of health services.
By viewing patients as team members rather than passive
consumers or distinct components of health services may
transform the barriers of time into a concomitant
characteristic of interprofessional collaboration. In this
way, collaborating with patients as team members becomes
a feature of everyday medical practice, something that
professionals must perform in their prescribed activities
and responsibilities. Collaboration with patients becomes a
component of healthcare professionals’ scope of
responsibilities because the time, resources, preparation,
and training needed to engage patients becomes embedded
in the health care milieu and the interactions between
professional subcultures.
Negative attitudes towards patients may be alleviated
through professionalization if developing the patient
professional subculture identity is predicated on the
maintenance and exploitation of their experiential
knowledge. There are multiple knowledge reservoirs – sources
of knowledge and information within a healthcare
organization.77 One essential knowledge reservoir is people,
which traditionally comprises of “professionals and other
staff required to remember information” in order to carry
out their responsibilities and activities.77 But, patients also
have information and knowledge about the healthcare
system; as such, may be incorporated into the people
knowledge reservoir.
By integrating patients as professionals and viewing them
as knowledge reservoirs, negative attitudes, inaccurate
perceptions, and previous negative experiences, may be
prevented or alleviated due to an internalized need to
engage in interprofessional collaboration with all members.
In this way, health service organizations can better
leverage the myriad of knowledge reservoirs available to
them to adapt to the changing healthcare industry and
community needs. On this note, Levin and Cross (2004)
identified that the complete deployment of collective
knowledge leads to healthcare organizations that are more
innovative, effective, and efficient in the market climate.55
This “collective knowledge” may be expanded to include
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patients because they hold experiential knowledge that is
privy to them, which can improve the conceptualization
and operationalization of health services.

Discussion
This paper analyzed how patients can be viewed as
professionals, collaborators, decision-makers and members
of interprofessional healthcare teams. This paper first
examined the characteristics of healthcare professionals
(i.e., clinicians, managers/administrators and researchers),
with a focus on the nature of their technical knowledge
and experiences in healthcare design and delivery. This
knowledge and experience are important components of
their professional identity that distinguish professionals
from other groups (i.e., patients and the public). These
characteristics were juxtaposed to the experiential
knowledge that patients acquire by utilizing health services.
This comparison served as the springboard for advancing
the notion of patients as professionals since patients’
experiential knowledge improves the responsiveness of
health services and is privy to patients. However,
compensating patients for their contributions in planning,
delivery, and quality improvement initiatives remains a
concern that differentiates patients from other healthcare
professionals and sustains the power imbalance between
groups. This paper discussed the professionalization of
patients in the healthcare system as an approach to
addressing issues with compensation and transforming the
notion of patients as passive consumers to professionals,
collaborators, decision-makers, and members of
interprofessional healthcare teams.

Collaboration and Patient Professionalization.

As discussed in this paper, SMMs are valuable knowledge
structures that allow teams to function in complex
environments. Complex tasks require higher quantity and
diversity of information, and sensemaking.79-80
Organizations and teams that do not have accurate or
reliable information or are unable to transfer knowledge
between individuals efficiently may be important indicators
of institutional failure.81 Since patients also hold a form of
knowledge that is important for health service design,
delivery, and improvement, including them as members of
interprofessional healthcare teams may expand
interprofessional SMMs to be more responsive to complex
tasks and an ephemeral healthcare system culture.
Expanding SMMs to be inclusive of patients may provide
a greater range of solutions and perspectives to view
concomitant healthcare problems.82
Simonin (1999) noted that relationships may be
strengthened with greater interaction between groups that
hold diverse attitudes.83 As such, the mechanisms of
knowledge transfer between healthcare professionals may
be improved if SMMs are expanded to include patients as
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professionals. This expansion is also justified by the
increasing need to consolidate disparate parts of the
healthcare system to provide streamlined and integrated
care. As mentioned previously, Evans and Baker (2012)
described three purposes of mental models (describe the
purpose, explain the function, predict future states).44
Integrating patient experiential knowledge will increase the
capacity of mental models to achieve these purposes as
well as the goals of health service organizations to adapt to
the evolving healthcare industry. Moreover, increased
support for collaborative inquiry between patients and
healthcare professionals may expand SMMs to be more
appropriate to the needs, preferences, and priorities of
patients. As such, the perspectives that motivate healthcare
activities is one that employs patient experiential
knowledge as a resource, alongside clinical judgement and
empirical evidence. Health service organizations who
accomplish these objectives may become more patientcentric, a characteristic some literature has identified as
something that differentiates between high-performing
from low-performing organizations.83

Barriers to Patient Professionalization.

A question remains unanswered: Why have patients not
experienced professionalization despite the efforts and policy supports
to involve them in a wide range of activities? The answer to this
question is both theoretical and practical. One answer
identifies the difference between how healthcare
professionals perceive explicit (i.e., technical) and implicit
(i.e., experiential) knowledge. In particular, explicit
knowledge is more codified, and commonly used to
determine status, pay, and promotion. On the other hand,
experiential knowledge contributes to the healthcare
system through intangible mechanisms. For example, highperforming organizations report having workers perform
extra-role behaviours – also known as organizational citizen
behavior – in order to function optimally.84-85 Due to the
more codified nature of explicit knowledge, healthcare
professionals may privilege this form of knowledge over
experiential knowledge.66 A higher priority given to one
form of knowledge may stem from a power difference
between healthcare professionals and patients and negative
attitudes towards patients, two ideas that have been
embedded throughout this paper. Specifically, the power
imbalance may translate into issues with patient
compensation. Johannesen (2018) found that a number of
patients desire compensation for their time and expertise. 31
This paper argues that compensation should be considered
as it promotes the value, respect, and recognition of
patient contributions to healthcare activities; similar to the
value attributed to healthcare professional contributions.
Notwithstanding, compensation does not have to be
monetary, as Richards and colleagues (2018) note.37
Compensation may be in other forms deemed appropriate
to the contribution and contributor.
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The professionalization of patients is complicated by
multiple barriers. As this paper argues, however, there is a
strong rationale for shifting our view of patients as passive
consumers of health services to decision-makers,
collaborators, and professionals. Professionalization may
attribute a greater legitimacy to patients, and accordingly, a
higher value to their experiential knowledge.86 Perceptions
of legitimacy may be similar among healthcare professional
groups and engender “tunnel vision” that maintains the
peripheral engagement of patients rather than including
them in SMMs as collaborators, decision-makers, and
members of interprofessional healthcare teams.87 Instead
of the periphery, placing patients at the center of
healthcare activities (i.e., cultivating a patient-centric
culture) may support the resolution of many problems in
the healthcare system.

10.

11.

12.
13.

References
1.

2.

3.

4.

5.

6.

7.

8.

9.

27

Lowe, M. M., Blaser, D. A., Cone, L., Arcona, S., Ko,
J., Sasane, R., & Wicks, P. (2016). Increasing patient
involvement in drug development. Value in
Health, 19(6), 869-878.
Ti, L., Tzemis, D., & Buxton, J. A. (2012). Engaging
people who use drugs in policy and program
development: A review of the literature. Substance abuse
treatment, prevention, and policy, 7(1), 47.
Dalton, J., Chambers, D., Harden, M., Street, A.,
Parker, G., & Eastwood, A. (2016). Service user
engagement in health service reconfiguration: A rapid
evidence synthesis. Journal of health services research &
policy, 21(3), 195-205.
Lavoie-Tremblay, M., O’connor, P., Biron, A.,
MacGibbon, B., Cyr, G., & Fréchette, J. (2016). The
experience of patients engaged in co-designing care
processes. The health care manager, 35(4), 284-293.
Mockford, C., Staniszewska, S., Griffiths, F., &
Herron-Marx, S. (2011). The impact of patient and
public involvement on UK NHS health care: a
systematic review. International journal for quality in health
care, 24(1), 28-38.
Chu LF, Utengen A, Kadry B, Kucharski SE, Campos
H, Crockett J, Dawson N, Clauson KA. “Nothing
about us without us”—patient partnership in medical
conferences. BMJ. 2016 Sep 14;354:i3883.
Boivin, A., L'Espérance, A., Gauvin, F. P., Dumez,
V., Macaulay, A. C., Lehoux, P., & Abelson, J. (2018).
Patient and public engagement in research and health
system decision making: A systematic review of
evaluation tools. Health Expectations.
Pomey MP, Ghadiri DP, Karazivan P, Fernandez N,
Clavel N. Patients as partners: a qualitative study of
patients’ engagement in their health care. PloS one.
2015 Apr 9;10(4):e0122499.
Rathert C, Wyrwich MD, Boren SA. Patient-centered
care and outcomes: a systematic review of the

14.

15.

16.

17.
18.

19.

20.
21.

22.

literature. Medical Care Research and Review. 2013
Aug;70(4):351-79.
Mcinerney P, Cooke R. Patients’ involvement in
improvement initiatives: a qualitative systematic
review. JBI database of systematic reviews and
implementation reports. 2015 Oct 1;13(10):232-90.
Boutin M, Dewulf L, Hoos A, Geissler J, Todaro V,
Schneider RF, Garzya V, Garvey A, Robinson P,
Saffer T, Krug S. Culture and process change as a
priority for patient engagement in medicines
development. Therapeutic innovation & regulatory
science. 2017 Jan;51(1):29-38.
Mead, N., & Bower, P. (2000). Patient-centredness: a
conceptual framework and review of the empirical
literature. Social science & medicine, 51(7), 1087-1110.
Crawford, M. J., Rutter, D., Manley, C., Weaver, T.,
Bhui, K., Fulop, N., & Tyrer, P. (2002). Systematic
review of involving patients in the planning and
development of health care. Bmj, 325(7375), 1263.
Maguire, K., & Britten, N. (2017). “How can anybody
be representative for those kind of people?” Forms of
patient representation in health research, and why it is
always contestable. Social Science & Medicine, 183, 6269.
Health Quality Ontario. Ontario’s Patient
Engagement Framework. 2017. Retrieved from:
http://www.hqontario.ca/Portals/0/documents/pe/
ontario-patient-engagement-framework-en.pdf
Majid U, Gagliardi A. Clarifying the Degrees, Modes,
and Muddles of “Meaningful” Patient Engagement in
Health Services Planning and Designing. Patient
Education and Counseling. 2019 Apr 21. 102(9):15811589
Hahn, D. L., Hoffmann, A. E., Felzien, M., LeMaster,
J. W., Xu, J., & Fagnan, L. J. (2016). Tokenism in
patient engagement. Family practice, 34(3), 290-295.
Ocloo J, Matthews R. From tokenism to
empowerment: progressing patient and public
involvement in healthcare improvement. BMJ Qual
Saf. 2016 Mar 18:bmjqs-2015.
Majid U. What have we done? The piths and perils of
tokenistic engagement in healthcare. Longwoods
Essays. 2018. Retrieved from:
https://www.longwoods.com/content/25582
Arnstein, S. R. (1969). A ladder of citizen
participation. Journal of the American Institute of
planners, 35(4), 216-224.
Grande SW, Faber MJ, Durand MA, Thompson R,
Elwyn G. A classification model of patient
engagement methods and assessment of their
feasibility in real-world settings. Patient education and
counseling. 2014 May 1;95(2):281-7.
Institute for Patient and Family-Centered Care.
Strategically advancing patient and family advisory
councils in New York State hospitals. New York State
Health Foundation. 2018 Jun.
https://nyshealthfoundation.org/wp-

Patient Experience Journal, Volume 7, Issue 1 – 2020

Conceptualizing patients as professionals, Majid

23.

24.

25.
26.

27.

28.

29.

30.

31.

32.
33.

34.
35.

content/uploads/2018/06/strategically-advancingpatient-and-family-advisory-councils.pdf
Gruman J, Rovner MH, French ME, Jeffress D,
Sofaer S, Shaller D, Prager DJ. From patient
education to patient engagement: implications for the
field of patient education. Patient education and
counseling. 2010 Mar 1;78(3):350-6.
Black A, Strain K, Wallsworth C, Charlton SG, Chang
W, McNamee K, Hamilton C. What constitutes
meaningful engagement for patients and families as
partners on research teams?. Journal of health services
research & policy. 2018 Jan 1:1355819618762960.
Crowe, S., et al., Patients', clinicians' and the research
communities' priorities for treatment research: there is an
important mismatch. Res Involv Engagem, 2015. 1: p. 2.
Burns KK, Bellows M, Eigenseher C, Gallivan J.
‘Practical’resources to support patient and family
engagement in healthcare decisions: a scoping review.
BMC health services research. 2014 Dec;14(1):175.
Ontario Ministry of Health and Long-Term
Care. Local Health System Integration Act. (c. 30, s. 15,
(1)). 2016. Accessed from:
https://www.ontario.ca/laws/statute/06l04/v22
Martin GP, Finn R. Patients as team members:
opportunities, challenges and paradoxes of including
patients in multi‐professional healthcare teams.
Sociology of Health & Illness. 2011 Nov;33(7):105065.
Nathan S, Johnston L, Braithwaite J. The role of
community representatives on health service
committees: staff expectations vs. reality. Health
Expectations. 2011 Sep;14(3):272-84.
Brooks F. Nursing and public participation in health:
an ethnographic study of a patient council.
International journal of nursing studies. 2008 Jan
1;45(1):3-13.
Scholz B, Bocking J, Happell B. How do consumer
leaders co-create value in mental health
organisations?. Australian Health Review. 2017b Oct
23;41(5):505-10.
Contandriopoulos, D. (2004). A sociological
perspective on public participation in health
care. Social Science & Medicine, 58(2), 321-330.
Denis JL, Lamothe L, Langley A, Breton M, Gervais
J, Trottier LH, Contandriopoulos D, Dubois CA. The
reciprocal dynamics of organizing and sense‐making
in the implementation of major public‐sector reforms.
Canadian Public Administration. 2009 Jun;52(2):22548.
Emanuel EJ, Emanuel LL. Four models of the
physician-patient relationship. Jama. 1992 Apr
22;267(16):2221-6.
Bate P, Robert G. Experience-based design: from
redesigning the system around the patient to codesigning services with the patient. BMJ Quality &
Safety. 2006 Oct 1;15(5):307-10.

Patient Experience Journal, Volume 7, Issue 1 – 2020

36. Schoen C, Osborn R, How SK, Doty MM, Peugh J.
In chronic condition: experiences of patients with
complex health care needs, in eight countries, 2008.
Health affairs. 2009 Jan;28(1):w1-6.
37. Richards DP, Jordan I, Strain K, Press Z. Patient
partner compensation in research and health care: the
patient perspective on why and how. Patient
Experience Journal. 2018;5(3):6-12.
38. Patterson S, Weaver T, Agath K, Albert E, Rhodes T,
Rutter D, Crawford M. ‘They can't solve the problem
without us’: a qualitative study of stakeholder
perspectives on user involvement in drug treatment
services in England. Health & social care in the
community. 2009 Jan;17(1):54-62.
39. Schein EH. Organizational culture and leadership.
John Wiley & Sons; 2010 Aug 16.
40. Pate J, Fischbacher M, Mackinnon J. Health
improvement: countervailing pillars of partnership
and profession. Journal of health organization and
management. 2010 May 25;24(2):200-17.
41. van Wijngaarden JD, de Bont AA, Huijsman R.
Learning to cross boundaries: the integration of a
health network to deliver seamless care. Health Policy.
2006 Dec 1;79(2-3):203-13.
42. Leicht KT, Fennell ML. The changing organizational
context of professional work. Annual review of
sociology. 1997 Aug;23(1):215-31.
43. World Health Organization (WHO). Everybody’s
Business. Strengthening Health Systems to Improve
Health Outcomes: WHO’s Framework for Action.
Available
online: http://www.who.int/healthsystems/strategy/
everybodys_business.pdf (accessed on 7 January
2014).
44. Evans JM, Ross Baker G. Shared mental models of
integrated care: aligning multiple stakeholder
perspectives. Journal of health organization and
management. 2012 Oct 26;26(6):713-36.
45. Mathieu JE, Heffner TS, Goodwin GF, Salas E,
Cannon-Bowers JA. The influence of shared mental
models on team process and performance. Journal of
applied psychology. 2000 Apr;85(2):273.
46. McComb S.A. (2007) Mental model convergence: The
shift from being an individual to being a team
member. In Multi-level Issues in Organizations and
Time (Dansereau F. & Yammarino F.J., eds), Elsevier
Science Ltd., Oxford, pp. 95–147.
47. McComb S, Simpson V. The concept of shared
mental models in healthcare collaboration. Journal of
advanced nursing. 2014 Jul;70(7):1479-88.
48. Mohammed S, Klimoski R, Rentsch JR. The
measurement of team mental models: We have no
shared schema. Organizational Research Methods.
2000 Apr;3(2):123-65.
49. Greenhalgh T, Papoutsi C. Studying complexity in
health services research: desperately seeking an

28

Conceptualizing patients as professionals, Majid

50.

51.

52.

53.

54.

55.

56.
57.
58.

59.
60.

61.

29

overdue paradigm shift. BMC Medicine. 2018 23 May;
16(95):2-6
Custer JW, White E, Fackler JC, Xiao Y, Tien A,
Lehmann H, Nichols DG. A qualitative study of
expert and team cognition on complex patients in the
pediatric intensive care unit. Pediatric Critical Care
Medicine. 2012 May 1;13(3):278-84.
Cannon-Bowers J.A., Salas E. & Converse E. (1993)
Shared mental models in expert team decision
making. In Current Issues in Individual and Group
Decision Making (Castellan N.J. Jr, ed.), Lawrence
Erlbaum, Hillsdale, NJ, pp. 221–246.
Westli HK, Johnsen BH, Eid J, Rasten I, Brattebø G.
Teamwork skills, shared mental models, and
performance in simulated trauma teams: an
independent group design. Scandinavian journal of
trauma, resuscitation and emergency medicine. 2010
Dec;18(1):47.
Meriam-Webster. Professional, definition of
professional. Meriam-Webster Dictionary. Accessed
on: October 31, 2018. Retrieved from:
https://www.merriamwebster.com/dictionary/professional
Mazmanian PE, Davis DA, Galbraith R. Continuing
medical education effect on clinical outcomes:
effectiveness of continuing medical education:
American College of Chest Physicians EvidenceBased Educational Guidelines. Chest. 2009 Mar
1;135(3):49S-55S.
Levin DZ, Cross R. The strength of weak ties you can
trust: The mediating role of trust in effective
knowledge transfer. Management science. 2004
Nov;50(11):1477-90.
Nonaka I. A dynamic theory of organizational
knowledge creation. Organization science. 1994
Feb;5(1):14-37.
Huber GP. Organizational learning: The contributing
processes and the literatures. Organization science.
1991 Feb;2(1):88-115.
Stewart M. Towards a global definition of patient
centred care: the patient should be the judge of
patient centred care. BMJ: British Medical Journal.
2001 Feb 24;322(7284):444.
Oates J, Weston WW, Jordan J. The impact of
patient-centered care on outcomes. Fam Pract.
2000;49(9):796-804.
Jack BW, Chetty VK, Anthony D, Greenwald JL,
Sanchez GM, Johnson AE, Forsythe SR, O'Donnell
JK, Paasche-Orlow MK, Manasseh C, Martin S. A
reengineered hospital discharge program to decrease
rehospitalization: a randomized trial. Annals of
internal medicine. 2009 Feb 3;150(3):178-87.
Davis RE, Jacklin R, Sevdalis N, Vincent CA. Patient
involvement in patient safety: what factors influence
patient participation and engagement?. Health
expectations. 2007 Sep;10(3):259-67.

62. Meeuwesen L, van den Brink-Muinen A, Hofstede G.
Can dimensions of national culture predict crossnational differences in medical communication?.
Patient education and counseling. 2009 Apr
1;75(1):58-66.
63. Harvey G, Kitson A. PARIHS revisited: from
heuristic to integrated framework for the successful
implementation of knowledge into practice.
Implementation science. 2015 Dec;11(1):33.
64. Ratnapalan S, Uleryk E. Organizational learning in
health care organizations. Systems. 2014 Feb
24;2(1):24-33.
65. Scholz B, Bocking J, Happell B. Breaking through the
glass ceiling: Consumers in mental health
organisations' hierarchies. Issues in mental health
nursing. 2017 May 4;38(5):374-80.
66. Van de Bovenkamp HM, Trappenburg MJ, Grit KJ.
Patient participation in collective healthcare decision
making: the Dutch model. Health Expectations. 2010
Mar;13(1):73-85.
67. Tenbensel T. How do governments steer health
policy? A comparison of Canadian and new Zealand
approaches to cost control and primary health care
reform. Journal of Comparative Policy Analysis. 2008
Dec 1;10(4):347-63.
68. Ferlie E, Fitzgerald L, Wood M, Hawkins C. The
nonspread of innovations: the mediating role of
professionals. Academy of management journal. 2005
Feb 1;48(1):117-34.
69. Smith, M., R. Saunders, L. Stuckhardt and J.M.
McGinnis. 2012. Best Care at Lower Cost: The Path to
Continuously Learning Health Care in America.
Washington, DC: Institute of Medicine
70. The Change Foundation. Should money come into it?
A tool for deciding whether to pay patientengagement participants. The Change Foundation.
2015 Mar. Retrieved from:
https://www.changefoundation.ca/patientcompensation-report/
71. National Institutes for Health Research. Payment for
involvement. National Institutes for Health Research.
2010 May. Retrieved from:
http://www.invo.org.uk/posttypepublication/payme
nt-for-involvement/
72. Wilensky HL. The professionalization of everyone?.
American journal of sociology. 1964 Sep 1;70(2):13758.
73. Hall RH. Professionalization and bureaucratization.
American sociological review. 1968 Feb 1:92-104.
74. Carter A, Greene S, Nicholson V, O’Brien N,
Sanchez M, De Pokomandy A, Loutfy M, Kaida A,
Research Team CH. Breaking the glass ceiling:
increasing the meaningful involvement of women
living with HIV/AIDS (MIWA) in the design and
delivery of HIV/AIDS services. Health care for
women international. 2015 Aug 3;36(8):936-64.

Patient Experience Journal, Volume 7, Issue 1 – 2020

Conceptualizing patients as professionals, Majid

75. White RO, Chakkalakal RJ, Presley CA, Bian A,
Schildcrout JS, Wallston KA, Barto S, Kripalani S,
Rothman R. Perceptions of provider communication
among vulnerable patients with diabetes: influences of
medical mistrust and health literacy. Journal of health
communication. 2016 Aug 1;21(sup2):127-34.
76. Gagliardi AR, Lehoux P, Ducey A, Easty A, Ross S,
Bell CM, Trbovich P, Takata J, Urbach DR. Factors
constraining patient engagement in implantable
medical device discussions and decisions: interviews
with physicians. International Journal for Quality in
Health Care. 2017 Feb 13;29(2):276-82.
77. Virani T, Lemieux-Charles L, Davis DA, Berta W.
Sustaining change: once evidence-based practices are
transferred, what then?. Healthcare Quarterly. 2009
Jan 15;12(1).
78. Evans JM, Baker GR, Berta W, Barnsley J. Culture
and cognition in health systems change. Journal of
health organization and management. 2015 Nov
16;29(7):874-92.
79. Kezar, A. (2001), “Understanding and facilitating
change in the 21st century: recent research and
conceptualizations”, ASHE-ERIC Higher Education
Report, Vol. 28 No. 4, Jossey-Bass, San Francisco,
CA.
80. Durant RF, Kramer R, Perry JL, Mesch D, Paarlberg
L. Motivating employees in a new governance era:
The performance paradigm revisited. Public
Administration Review. 2006 Jul;66(4):505-14.
81. Conway J. Improving Care with Those We Are
Privileged to Serve: Not If but When and How. In
Patient Engagement – Catalyzing Improvement and
Innovation in Health Care. Longwoods Books: 103108. 2016 Dec. Retrieved from:
https://www.longwoods.com/content/24922/books
/improving-care-with-those-we-are-privileged-toserve-not-if-but-when-and-how
82. Simonin BL. Ambiguity and the process of knowledge
transfer in strategic alliances. Strategic management
journal. 1999 Jul;20(7):595-623.
83. Vaughn VM, Saint S, Krein SL, Forman JH,
Meddings J, Ameling J, Winter S, Townsend W,
Chopra V. Characteristics of healthcare organisations
struggling to improve quality: results from a
systematic review of qualitative studies. BMJ Qual Saf.
2018 Jul 25:bmjqs-2017.
84. Choi JN. Change‐oriented organizational citizenship
behavior: effects of work environment characteristics
and intervening psychological processes. Journal of
Organizational Behavior: The International Journal of
Industrial, Occupational and Organizational
Psychology and Behavior. 2007 May;28(4):467-84.
85. Bolon DS. Organizational citizenship behavior among
hospital employees: A multidimensional analysis
involving job satisfaction and organizational

Patient Experience Journal, Volume 7, Issue 1 – 2020

commitment. Journal of Healthcare Management.
1997 Jul 1;42(2):221.
86. Racine DP. Reliable effectiveness: a theory on
sustaining and replicating worthwhile innovations.
Administration and Policy in Mental Health and
Mental Health Services Research. 2006 May
1;33(3):356-87.
87. Greenhalgh T, Robert G, Macfarlane F, Bate P,
Kyriakidou O. Diffusion of innovations in service
organizations: systematic review and
recommendations. The Milbank Quarterly. 2004
Dec;82(4):581-629.

30

